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he question is clear and straightforward: “Vol-

untary stopping of eating and drinking (VSED),

physician-assisted suicide (PAS), or neither in
the last stage of life?" An adequate answer to the ques-
tion is neither clear nor straightforward. My position is
that if one has reservations about PAS, as | do, then one
ought to have some reservations about VSED as well.

The ethical permissibility of PAS continues to be
an issue of ongoing ethical dispute. This much is obvi-
ous. What is much less obvious is the idea that the
ethical permissibility of PAS and VSED are linked. The
ethical permissibility of the latter depends in part on
the ethical permissibility of the former.

Advocates for PAS often welcome VSED as
another treatment option for addressing suffering at
the end of life. As Bolt et al point out in this issue of
Aunnals of Family Medicine, VSED provides patients "with
a prolonged and reversible dying phase instead of the
abrupt death in PAS, giving opportunity for reflection,
family interaction, and mourning.” For this reason,
and for others, some terminally ill patients may prefer
VSED over PAS, even when the latter option is legally
available. With respect to those who oppose PAS, the
issue of the ethical permissibility of VSED is consider-
ably more complicated. To be sure, there are obvious
differences between PAS and VSED and some of these
reasons offered against PAS do not apply to VSED.
Yet it is sometimes claimed that VSED “avoids moral
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controversy altogether” or that it represents “a simple

solution"? that can be accepted by both proponents
and critics of PAS.

These claims are misleading. To see why they are
misleading, it is necessary to distinguish the activity of
VSED with the intention to end one's life from VSED
understood as a clinical practice or treatment option.

If a terminally ill patient, or any patient with decision
making capacity, whether at the end of life or not,
elects to forgo food and drink, then health care provid-
ers are morally obligated not to force them to receive
medically delivered food and fluids.

Since the general right to refuse medical treat-
ment is well established and widely acknowledged,
it is tempting to view VSED as a simple implication
of this general right. Viewed in these terms, VSED
avoids moral controversy. Yet VSED is not simply an
activity undertaken by patients to which health care
providers then respond. In the literature on VSED it
is commonly presented as a clinical practice or treat-
ment option. Physicians, it is often said, should educate
patients about this treatment option, recommend it as
a response to end of life suffering, and provide sup-
port and system management throughout the process,
including palliative sedation. Cumulatively, these steps
go beyond respecting the rights of patients to refuse
medical treatment and constitute significant physician
involvement in, and complicity with, patients' decisions
to forgo food and fluids as a means to address their suf-
fering at the end of life.?

Once VSED is understood as a clinical practice,
and not simply as an activity undertaken by a patient,
its potential for controversy becomes clear. VSED is
currently not part of standard of care in the United
States, and in many other countries. Whether it
should become part of standard of care is in part an
ethical question. Some may fear that if VSED were
to become a professionally accepted standard treat-

ANNALS OF FAMILY MEDICINE + WWW.ANNFAMMED.ORG + VOL. 13, NO. 5 + SEPTEMBER/OCTOBER 2015

o 410 i


WWW.ANNFAMMED.ORG
mailto:jansen@ohsu.edu

EDITORIALS

ment option for suffering at the end of life, then it
would be undertaken in inappropriate circumstances.
Importantly, if VSED is not part of standard of care,
then physicians do not have an obligation to inform or
educate their patients about it, contrary to the claims
of many who recommend this practice.

There are different cases to consider, of course. A
patient who refuses food and fluids may resemble a
patient who refuses artificial nutrition and hydration,
judging that the burdens outweigh the benefits and that
continued nutrition and hydration would be extraordi-
nary and disproportionate treatment. Such a decision is
not patient suicide. In contrast, patients who engage in
VSED as a response to existential suffering or a sense
of powerlessness or social isolation can be accurately
described as killing themselves as a means to end suffer-
ing. Admittedly, the distinction between these different
cases is not always sharp, and judgment is needed to
make the relevant distinction, but its existence explains
why PAS and VSED are linked. A number of the ethi-
cal objections to PAS apply to VSED, at least when it is
recommended as an alternative route to the same end.

Advocates for PAS often present VSED as an alter-
native treatment option for end of life suffering that
avoids moral controversy. But, in reality, VSED raises
challenging moral questions about the permissibility of
physician collaboration in patient decisions to end their
lives as a means to ending their suffering.

To read or post commentaries in response to this article, see it
online at http://lwww.annfammed.orgl/content/13/5/410.
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Figure 2. Primary care physician compensation across financial risk
and ACO participation.
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In Figure 2 of this paper, it £
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figure was incorrect. The cor- :‘é\ 20
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the print journal. The author
regrets the error.

ACO = accountable care organization

Note: Substantial risk denotes that a practice bears at least some financial risk for primary care costs for all
of its health maintenance organization or point-of-service patients.
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